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3)

(4)

TN No. 02-06
Supersedes
TN No. 92-17

Attachment 3.1-A.1
Page 14

Prescribed Drugs

(1)

)

Limited to legend drugs and insulin. Insulin is the only over the counter
drug presently covered. Prior authorization is required for certain high-
cost drugs which are subject to over-utilization or abuse.

For Non MAC drugs a prescription designated by a brand or trade name
for which one or more equivalent drugs are available shall be considered
to be an order for the drug by its generic name, except when the prescriber
personally indicated in writing or in his own handwriting on the
prescription order “DISPENSE AS WRITTEN”. For MAC drugs the
physician must write in his own handwriting on the face of the

prescription “brand necessary”, “dispense as written’, or words of similar
meaning,.

Prescription drugs will be limited to six (6) per month per recipient
including refills. Additional prescription drugs in excess of the six (6) per
recipient per month limit may be authorized by the State agency in
emergency situations when the life of the patient would be threatened
without such additional services. This limitation does not apply to EPSDT
eligible children.

Drugs for which Medical Assistance reimbursement is available are
limited to the following:

Covered outpatient drugs of any manufacturer which has entered into and
complies with an agreement under Section 1927(a) of the Act which are
prescribed for a medically accepted indication. In addition, prior
authorization must be obtained from the Medicaid agency or its authorized
agent for any drug on the prior authorization list before Medicaid
reimbursement is available. The state provides for response by telephone
or other telecommunication device within 24 hours of a request for prior
authorization. The state also provides for the dispensing of at least a 72-
hour supply of a covered outpatient prescription drug in an emergency
situation.
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